T. Feasibility and acceptability of screening for eating disorders in primary care. Family Practice 2007; 24: 511-517. Background. Earlier diagnosis of disordered eating is linked to improved prognosis, but detection in primary care is poor.
Introduction
Disordered eating is one of the three most common mental health difficulties (along with depression and anxiety disorders). 1 Eating disorders are particularly common in young women, and are a significant cause of morbidity and mortality. 2, 3 Luck et al. 4 note that 'health care workers in primary care are at the forefront of screening and managing these disorders' (p. 755). Earlier diagnosis of eating disorders is linked to improved prognosis, 5 but detection of eating disorders in primary care is poor. 6 The National Institute for Clinical Excellence (NICE) guidelines on the management of eating disorders 7 point to the need for improved identification and screening of eating disorders in primary care settings. A survey by the Eating Disorders Association 8 indicated that 42% of GPs did not make an early diagnosis, suggesting that services are failing to meet the NICE 7 recommendation that 'People with eating disorders seeking help should be assessed and receive treatment at the earliest opportunity'.
A number of factors are likely to contribute to these low rates of detection. Patients may be slow to present, or may not present to services at all. Individuals with diagnoses of disordered eating are renowned for their high levels of secrecy and denial, and are often reluctant to disclose information. 9 Patients with bulimic symptoms are often of normal weight or slightly overweight, causing some patients in this group to be missed. 10 Screening for disordered eating within primary care could be one way of improving rates of detection. A short, reliable and valid screening questionnaire for eating disorders has been developed, and its acceptability to patients has been demonstrated. 4, 11 However, previous research has not investigated the feasibility of screening in terms of the proportion of patients accepting screening or health professional (HP) views on screening.
The finding that women who self-report eating disordered behaviour, and those who go on to receive diagnoses of eating disorders (including partial syndromes), have higher levels of health care utilization in primary care settings 12, 13 suggests that primary care workers may not be seizing the opportunity to ask screening questions. Previous research has found variation among primary care physicians in their rates of asking about disordered eating. 14, 15 This points to the need for exploration of primary care HP views on screening for eating disorders. As well as exploring the views of GPs, there is a need to explore the attitudes of other primary care HPs such as midwives (MWs) and health visitors (HVs). Such HPs also have opportunities to detect eating disorders [e.g. when running antenatal (AN) clinics or child health surveillance (CHS) clinics], but there is less research on detection of mental ill health by primary care practitioners other than GPs. 6 The present study investigated the feasibility (in terms of numbers of patients accepting screening, yield and action taken by staff) of using the SCOFF questionnaire 4 to screen for eating disorders within primary care. The acceptability of screening to primary care HPs was also explored.
Methods
Design Cross-sectional face-to-face surveys, semi-structured interviews.
Setting
Open GP surgeries, MW AN clinics and HV CHS clinics in two GP practices.
Participants
Only female patients aged 16-35 were approached. Patients with currently diagnosed mental health difficulties, or those who were taking psychotropic medication, as well as those with severe or terminal illness and those who did not speak English well enough to complete the questionnaire were excluded by the HP before the session commenced. Eleven HPs (seven GPs, two MWs and two HVs) were interviewed.
Data collection
The medical students (GF and SC) were present in the waiting rooms of general practice clinics/surgeries (AN clinics, CHS clinics or open GP surgeries) at a time previously agreed with the attending HP. The HP checked his or her appointment list to ensure that any patients he or she deemed unsuitable would not be approached. As each patient arrived, they were handed a slip by the receptionist, asking them to indicate their willingness to be approached by the students. If a patient was willing to be approached, the study was discussed with them in a quiet area off the waiting room. Patients who were prepared to take part signed a consent form and then completed the written questionnaire. Patients were asked to take the completed SCOFF questionnaire into their consultation.
If a positive screening result was produced, the attending MW/HV (where applicable) and the patient's GP completed a brief questionnaire on their reaction and planned response, and their rating of the acceptability of screening. In the case of AN/CHS clinics, a copy of each screening questionnaire was forwarded to the patient's GP (with a blank staff survey form attached for completion by the GP in the case of positive screening results). GPs were asked to note the patient's involvement and screening result in their medical notes. Medical notes were accessed by the students at a later date (with informed consent from the patient) to determine what (if any) action was taken following screening. Interviews were undertaken at the end of the study with those HPs who had received a positive screening result for one of their patients. While 16 HPs had offered to take part (10 GPs, 3 MWs and 3 HVs), only 10 received a positive screening result for one of their patients. These HPs (seven GPs, two MWs and one HV) were interviewed, along with an additional HV who had not received a positive screening result but wished to participate in an interview due to her interest in the topic. Interviews took approximately 30 minutes and explored in more detail the HPs' brief survey responses. Questions covered four main topics: responses to specific positive screening results in patients the HP had seen during the study, general responses to suspected disordered eating, views on screening and responses to results of the overall screening results from the study (e.g. proportion of patients accepting screening, proportion producing positive results).
Materials
The SCOFF questionnaire 4 was used to screen for disordered eating. This questionnaire is a short and effective screening tool in general practice. It has shown excellent validity in a clinical population 11 and reliability in a student population. 16 The SCOFF tool also performed well against 10 questions set by Greenhalgh 17 to assess screening tests. It has been found to be reliable and replicable when administered as a written questionnaire rather than when undertaken as Family Practice-an international journal an oral interview, and may even provide enhanced disclosure of symptoms due to the less intimidating approach. 16 The use of this questionnaire, both the questions and the term 'SCOFF', has been found to be acceptable to patients, and its use by HPs in primary care is recommended. 4, 11 It is intended to raise suspicion of likely cases of disturbed eating, rather than acting as a diagnostic tool. A positive result is produced if a 'yes' response is provided to two or more of the five questions. Luck et al. 4 report sensitivity of 84.6% and specificity of 89.6%. A brief staff survey form was produced to collect information on HP responses to positive screening results, and a semistructured topic guide was used to collect data during staff interviews (see Appendix).
Qualitative analysis A framework approach 18 was used to analyse the interview findings. Framework analysis was developed for use in applied qualitative research with prespecified objectives, and so employs deductively derived categories. 19 However, this method also allows for inductive exploration of participant accounts and so enables exploration of emergent themes not anticipated at the outset of the study. Ritchie and Spencer 18 note that the method is grounded or generative ('heavily based in, and driven by, the original accounts and observations of the people it is about', p. 176) and dynamic ('open to change, addition and amendment throughout the analytic process', p. 176), but also that the analysis will draw upon a priori issues. The five stages of analysis have much in common with other methods of qualitative analysis, but are more strongly informed by a priori reasoning. The stages of analysis consist of familiarization with the data (reading through the transcripts in detail and making notes on any emerging ideas or themes), identifying the thematic framework (drawing up a list of themes using a priori issues and issues emerging from the data), indexing/applying the thematic framework to the data (labelling transcript data with codes from the thematic framework), charting (abstraction and synthesis, e.g. drawing up tables summarizing what each participant said about each theme in order to identify possible patterns) and finally mapping and interpretation (summarizing and interpreting overall patterns).
Trustworthiness
Results from the staff interviews were triangulated with findings from the staff survey to improve the comprehensiveness of the study. An audit trail was maintained in the form of notes from the process of framework analysis to increase the transparency of this process. Also, the medical students kept notes reflecting on the possible impact of factors such as their student status upon data collection and analysis.
Ethical approval
Granted by Southampton and South West Hampshire LREC.
Results

Patient demographics
The majority were white (96.2%) and in paid employment (62.9%). Patients' ages ranged from 16 to 35 years, and the mean age was 26 years.
Proportion of patients accepting screening
A total of 510 patients were identified from appointment lists. After exclusion of patients for reasons outlined in Table 1 , 300 women were eligible for participation in the study. Of these, 138 (46%) agreed to complete the SCOFF. Twenty-seven were interrupted by being called into their appointments, and so, in total, the SCOFF was completed by 111 women.
Yield of cases
Of the 111 women who completed the SCOFF, 18 (16%) produced positive results. This finding is in line with the findings of Luck et al. 4 who found that 13% of participants produced a positive result.
Action taken by HPs
An intention to offer treatment or referral was recorded on a staff survey form for only 2 of the 18 positive screening results produced. Comments on positive screening results were only recorded in the patients' medical notes for four of the patients. This excludes one patient who declined permission for her notes to be accessed by the researchers. The comments made in patients' notes are provided in Box 1.
HP questionnaires
Of the 16 participating HPs, 10 received a positive patient screening questionnaire (seven GPs, two MWs and one HV), and one HV who had not received a positive result was also interviewed. They were asked how acceptable they found screening for eating disorders.
For those who saw more than one patient with a positive screening result and so completed more than one staff survey form, their average acceptability score was calculated. A score of 7 denoted 'completely acceptable' and a score of 1 'completely unacceptable'. Overall, the mean acceptability score was 5.9, the median 6.5 and the mode 7, indicating that the HPs found screening for eating disorders to be highly acceptable. Nine of the 11 participants produced mean acceptability scores above the midpoint of 4 on the scale, suggesting that overall they found screening to be acceptable. One HP produced a mean acceptability score, which fell at the midpoint on the scale (participant F), suggesting neutrality. One HP (participant A) produced a mean acceptability score of 3, slightly below the midpoint, suggesting some reservations about the acceptability of screening.
HP interviews
The general consensus was that screening for eating disorders was acceptable and could be useful, and would fit with participants' roles as primary health care workers. The SCOFF questionnaire was found to be an acceptable instrument (Box 2). However, participants noted that they did not routinely screen for eating disorders as part of consultations, and there was wide variation in the extent to which HPs felt comfortable approaching the topic with patients (Box 3).
It was pointed out that the cultural emphasis on slimness and dieting could make it difficult to determine pathological cases from the norm. There were concerns about the accuracy and effectiveness of screening, time, administration and financial constraints, as well as uncertainty surrounding the benefit of early diagnosis and treatment (Box 4).
The overwhelming issue arising among HPs was what action to take once a patient had screened positively. Possibilities such as referral to an inpractice counsellor, generic mental health service, specialist eating disorders service or a dietician were mentioned, but available options were often seen as being inappropriate or unavailable. Although a number of participants reported positive experiences with the local specialist eating disorders service, it was noted that many patients would not meet the referral criteria for the service (age 18-65 years and meeting diagnostic criteria for anorexia nervosa, bulimia nervosa or eating disorders not otherwise specified/atypical presentations).
Participants noted that they did not have sufficient time or expertise to manage possible disordered eating alone, and a general uncertainty about the available options was often expressed (Box 5).
Reference was also made to the issue of patient's denial of disordered eating or lack of motivation to address their disturbed eating (Box 6).
In terms of suggestions for implementation, HPs suggested that screening would be best carried out face to face during a general patient health check, first appointment or AN booking visit. It was suggested that 'Completed eating disorder questionnaire (positive), says is unconcerned and weight loss is due to stress and irritable bowel syndrome and she is aware of it all. Doesn't want any treatment, not depressed and will discuss with own GP if worried'.
'Questionnaire positive eating disorder'.
'Given eating disorder questionnaire, was negative at the time of consultation but patient subsequently changed it in the waiting room to positive-picked up by students'. Family Practice-an international journal male patients should also be included but that an age limit as was used in the study should be adhered to (in order to focus screening upon the age range perceived as having the highest prevalence of disordered eating).
Discussion
Summary of results
In total, just under half of the women approached agreed to be screened, and of these, one in six screened positively on the SCOFF questionnaire. It should be noted that a positive score on the SCOFF questionnaire is not diagnostic, and not all of those who score positively will have an eating disorder. Luck et al. 4 found that 4% of those screened (24% of those producing a positive result) met the criteria for an eating disorder using a diagnostic interview.
The quantitative measure of HPs' opinions indicated that the majority found screening for eating disorders acceptable. However, analysis of the more detailed interview findings suggests a more complex picture. This pattern is seen in other studies measuring acceptability using both quantitative and qualitative methods. 20 The interviews suggested that HPs viewed screening as acceptable in theory but indicated that there were concerns over what action to take with patients who screened positively, due to the dissatisfaction of some HPs with the current treatment options as well as concerns regarding time and cost. Positive results were rarely recorded in patients' medical notes, and treatment was rarely offered.
Strengths and limitations
Steps taken to ensure rigour included triangulation of data and the availability of an audit trail for the qualitative analysis (enhancing transparency), as well as consideration of reflexivity. However, data collection took place in only two surgeries, in a single city, which raises the question of how well the quantitative results of this study would generalize to other settings. Also, the screening process was somewhat artificial in that patient participants were required to agree with the receptionist that they would speak to researchers and were required to complete a consent form, prior to screening. These factors may have decreased the proportion of patients willing to be screened, compared to routine practice.
Comparison with previous literature
Previous literature has highlighted the need for improved detection of eating disorders in primary care, 7 as well as outlining the yield of cases and acceptability to patients of the SCOFF screening questionnaire. 4, 11 This study provides a detailed analysis of the feasibility of screening for eating disorders in primary care, by exploring the views and actions of HPs. While the SCOFF questionnaire has been widely adopted within the UK as a standard screening measure, the absence of clear care pathways poses an obstacle to its use. This state of affairs is likely to impede access of patients to evidence-based treatments as outlined in the NICE guideline. 7 Treatments recommended for use in primary care (such as guided self-help) may not be accessed by many patients due to barriers to the detection of disordered eating. The present findings highlight a number of potential problems that must be addressed before screening can be successfully implemented. HPs' concerns about asking about disordered eating, and uncertainty about how to proceed in the 21 has highlighted the reluctance of primary care HPs to engage in screening for domestic violence. In a later study, 22 although it was found that 17% of respondents had experienced physical violence from a partner within the last year, the case for screening was weakened by factors such as the gap between women's experiences and their medical records (which may have been produced by under-recording of disclosure) and limited acceptability of screening to patients (at least 20% objected to screening for domestic violence).
Implications for practice
Before screening is adopted, it is a prerequisite that acceptable and accessible treatment facilities should be available. This does not seem to be the case in eating disorders, given the uncertainty over referral. The findings suggest that dissemination of a protocol outlining action to be taken in the case of positive screening results would be necessary in order to enhance the feasibility of screening for eating disorders in primary care.
HP education about management options (e.g. guided self-help) would also be beneficial. Some participants explicitly referred to their lack of training in the area of disordered eating, and indeed there is currently no widespread training of HPs in the screening and assessment of people with eating disorders. Most MWs and HVs undergo very little training in mental health. While around 40% of GP trainees complete a 6-month post in Psychiatry, for most this will not include any specific training on eating disorder detection and evaluation.
The findings also raise the issue of potential screening burden. The challenge to primary care is handling and sustaining the task of screening without affecting other priorities, and there is a need for evaluation of the extent to which this is possible. As noted above, the SCOFF does produce false positives, with only 24% of those producing a positive screening result in research by Luck et al. 4 meeting diagnostic criteria for an eating disorder. While 16% of participants in the present study produced a positive screening result, previous research 4 suggests that only 4% would meet criteria for disordered eating. Currently, all individuals producing a positive screening result would require referral to more specialist services for exclusion of an eating disorder diagnosis, creating difficulties in terms of patient anxiety and cost to services. The alternative option would be to have a second stage of assessment within primary care, using a more structured interview-based or questionnaire-based diagnostic test, for which the HPs would need considerable training. The results also suggest that screening may sometimes be impractical within the constraints of primary care, as suggested by the fact that 27/138 individuals did not complete the SCOFF due to interruption.
Implications for further research
Future research should explore whether the extent to which positive screening results lead to action by staff is improved by use of a protocol outlining action to be taken in the case of positive screening results, and education about management options. In addition, the burden upon services produced by screening should be evaluated in greater depth.
Conclusion
Patient uptake of screening is relatively low, although this could have been influenced by the slightly artificial constraints of the study. HPs have concerns about the options open to them if they suspect that a patient has an eating disorder, and may not take action in relation to positive screening results. Guidance on action to be taken in response to positive results could improve the feasibility of screening for eating disorders in primary care.
